Dr J I van der Leeuw (Rotterdam, The Netherlands)'
General practice in the Netherlands is very similar in atmosphere to that in Britain. This is clearly shown by the literature and by comments from GPs in each country on practices in the other. According to Taylor (1954) , who was among the first to describe and analyse his own and other GPs' practices and their workload, nearly half the work of the family doctor involves only 15% of his patients; this is still an amazing and puzzling feature of general practice. He called them the 'weaker brethren' with multiple pathology, sometimes real doctor addicts. Brenkman (1963) , in his practice in Holland, found that 25% of his work involved only 6.5 % of his patients. Van der Wielen (1960) , in a survey of 268 GPs, found that 93% of all doctor-patient contacts were dealt with by the GP on his own. The average consultation/visit ratio was then 56/44, whereas in 1967 it was 71/29. The trend to restrict home visits is very obvious indeed. Aulbers & de Waard (1967) carried out a morbidity survey among 52 GPs in which each doctor noted in detail the relevant data of all patient contacts during a given week every three months. A brief outline of the picture which emerged is as follows: A doctor in the Netherlands with an average practice of about 2850 patients will work 60-65 hours per week. He treats an average of 230 patients per week and he will see 210 (92.5 %) of them between 8 a.m. and 5 p.m. (normal working hours); between 5 p.m. and midnight he will see another 7 % and during the night one patient (0.5%) (Table 1) . During one month he may make 1000 contacts with his patients which will be evenly distributed between the sexes in children, but which will show a heavier attendance among adult women, especially those of 15-44 years of age, than among adult men (Table 2) . These 1000 doctor-patient contacts per month consist of: 370 new cases, 630 old cases; 240 private, 760 insured patients; 290 home visits, 710 consultations at the surgery.
Seventy per cent of the population below a certain income (in 1972 Hfl 18 000 p.a. (£2120) ) are insured by the local or regional Sick Funds either compulsorily by law or voluntarily. The average insured patient is seen by his GP 4.5 times p.a., whereas the average private patient accounts for 3.4 items of service, that is 2.4 consultations and 1 visit at home. I have already pointed out that over the last ten years the ratio consultations/home visits has increased, due to the growing shortage of GPs, the increasing use of appointment systems and growing traffic and parking problems. Some ten years ago the total "Requests for reprints may be sent to: Slotlaan 26, Rotterdam 16, The Netherlands number of GPs in the Netherlands was about 4600 and the average size of practice 2600 people. During the last five years the number of GPs has remained at about 4400 but the population has increased by more than a million to about 13.2 million. The average practice is now 3000, a really alarming situation especially in the big towns, the more so in view of the increase in the number of specialists (e.g. 240 in 1970-71). Nearly 40% of a Dutch GP's work is dedicated to sixteen categories of diagnostic, therapeutic and preventive activity (Table 3) . Of the 1000 cases he sees a month he will treat 800 in some curative or symptomatic way, he will take some preventive measure in 90 cases, send 4 home with a placebo, in 27 cases a therapeutic interview will take place, and 125 will leave without any therapy at all. Only 80 of the 1000 contacts will lead to a referral: 53 to a specialist or outpatient clinic, 11 to a laboratory, 4 to an X-ray department, 7 to a paramedical department (physiotherapist, rehabilitation), 1 to a social worker, 4 to a hospital.
Except for the language difficulty, no doubt a GP from the UK could do very well in a Dutch family practice; there are, however, at least two substantial differences between the two countries. First, in the Netherlands we have no health service on a legal basis like the National Health Service. Nevertheless, our system of general medical care for the socially insured 70% of the population, with a similar system of remuneration by a fixed fee per capita per year, without payment by the patient to the doctor, and giving the patient free access to the doctor of his choice, closely resembles the UK system. Secondly, 98 % of Dutch GPs work single-handed, only some 100 of a total of 4400 GPs working in groups: 7 groups (a total of 25 GPs) work in health centres; there Section ofGeneralPractice are in all 20 groups of 3 or more GPs. The development of group practices is still very slow for at least two important reasons: the very individualistic attitude among most GPs, and for financial reasons. No doubt our national vice, or virtue, of waiting to see which way the cat will jump also plays a part. However, discussions between the National Union of General Practitioners and the Sick Funds have now been going on for over a year to find a system to promote group practice through special payments towards practice costs and new premises.
The National Union of General Practitioners was founded in 1947 as a special section of the Royal Netherlands Medical Association, which itself was founded in 1849; 98% of all GPs are members of this union which has as its aim the furthering of the social interests of its members in the widest sense. Since 1966-67, after a period of serious conflict with the Sick Funds over remuneration, its aim has extended to the promotion of the art of general practice and a closer co-operation is now emerging with our scientific organization, the Netherlands College of General Practitioners, which was founded in 1956. Half of all GPs are now members of this College, whose aim is to promote the science of general practice. During its first ten years, however, it extended its activities to the field of medicopolitical affairs. After serious troubles in 1966 with the Union of GPs both organizations have come together and now co-operate in the broad field of common goals and interests. For instance, there are meetings between the two boards every three months which have led to mixed committees on continuing education, vocational training and group practices.
Vocational training for general practice is in my opinion of crucial importance to the survival of general practice and the family doctor. A few years after the foundation of the Netherlands College of General Practitioners the board began to knock at the doors of the universities and the medical faculties and to claim a place for general practice in the curriculum. In 1966 a professor was nominated at Utrecht. Now there are departments of general practice in different stages of development in all the seven, Dutch medical faculties. In 1967 the medical faculties, after years of deliberations with professional people and government officials, recommended that the medical curriculum be shortened from seven to six years and that for future GPs the year after qualification should be spent in vocational training for general practice; meanwhile others could start their specialist training, a career in social medicine or in the scientific field. This vocational training for general practice was meant to be obligatory, in contrast with specialist training which is voluntary. This innovation would involve a fundamental change in the law on medical practice of 1868, whichgives every qualified doctor the right to practise medicine to its full extent, and would not agree with the draft directives for the free circulation of doctors in the EEC. The preliminary solution now being carried out, which is acceptable to the Government but not to the profession, is as follows: After completing his first six years the student gets the title of 'assistant doctor' with a restricted qualification; he is allowed to work as a doctor but only under the supervision of a qualified doctor and in certain situations authorized by the medical faculty, for instance in a general practice. In his seventh year the 'assistant doctor' chooses between general practice, specialist training, social medicine and scientific work, at the end of this year he takes his final examination and becomes fully qualified with the legal right to practise medicine to its full extent, regardless ofthe content of the training during his last year! Despite utmost resistance by the profession and the adverse recommendations of a State Committee on the reform of medical legislation, this unsatisfactory compromise is now being carried out in one faculty (Utrecht); from 1973 other faculties will follow unless we persuade the Government to adopt the system originally recommended by the medical faculties and the State Committee on medical legislation which is full qualification after six years of basic medical education, with the right to practise medicine to its full extent, but with the restriction that GPs may only sign the contract with the Sick Funds after vocational training, followed by registration; this system has been in operation with specialists since 1931.
As for the situation in the other Common Market countries, the Germans have managed to create a four-year postgraduate training on a voluntary basis with a protected title 'Arzt fur Allgemeinmedizin'. Luxemburg, which has no medical school, no longer requires 1I years of postgraduate training and now accepts the diplomas from Belgium, France or Germany which are recognized by the draft directives for free circulation of doctors in the EEC. Belgium has planned a reorganization of specialist training together with the institution of vocational training for general practice, but is seriously hampered in this by political complications. In France a seventh year has been created in the same way as in Holland; they are advocating an obligatory vocational training for general practice, as in Italy where the situation is still difficult to judge with the impending nationalization of health care.
In view of this uncertain situation concerning vocational training for general practice in the EEC, the Working Committee on General Practice of the Standing Committee of Doctors of the EEC asked the Union Europeenne de Medecins Omnipracticiens (UEMO) to propose a vocational training programme of not less than two years, a minimum duration already agreed on in 1966-67. This programme, drafted by the Dutch delegation, was based on the various definitions in use in different countries on the function of the GP in the first line of health care and on a description of his many varied tasks and qualities. It was thoroughly discussed at joint sessions of the Working Committee on General Practice of the Comite Permanent and the UEMO in 1969 and 1970 and was finally adopted by the General Assembly of the Comite Permanent; it was then sent to the EEC commission in Brussels.
Meanwhile, between 1969 and 1971 the draft directives for the free movement of doctors in the EEC were considered in the various EEC institutions and in 1971 arrived at the Council of Ministers. Many modifications have been proposed and some have been accepted, but none of these concerns the GP sui generis, let alone his vocational training. The UEMO and the Comite Permanent are most anxious that the directives contain some reference to general practice, perhaps even a recommendation by the Council of Ministers to the governments that they promote, for the sake of a good health care system in the EEC, the necessary vocational training for general practice. This training should be postgraduate and full-time and of a minimum duration of two years, of which six months should be spent in general practice. It should lead to registration in a special register for trained GPs and to a protected title, mutually recognized within the EEC. The purpose of this lecture is to examine the differences between the diagnostic process in family practice and in other medical specialties. I have avoided using the term diagnosis in the title because it begs the question. Medicine has yet to evolve a universally acceptable definition of diagnosis. It is well known, also, that general practitioners solve many problems without making a diagnosis in the sense of making a statement about etiology, or of assigning the patient's illness to a place in the taxonomy of disease (College of General Practitioners 1958). I have also used the term primary medical practice, to make the point that the special features of problem-solving in general practice are common to all those forms of primary medical practice in which the physician has personal and continuing responsibility for patients. Problem-solving and decision-making are not, of course, separate processes. The solution of a problem usually results in a decision. In the course of solving a clinical problem, however, we also make many decisions about what questions to ask the patient and what procedures to carry out. The problem-solving process is itself, therefore, a sequence of decisions.
The Clinical Situation
What happens when a doctor solves a clinical problem? There are a number of theories. The one I am going to describe here (and which is illustrated in Fig 1) is based both on experimental evidence (Kleinmuntz 1968 , Elstein et al. 1972 and personal introspection.
The clinician's cues are symptoms, signs, the results of the pathological tests, and patterns of behaviour. Sometimes the cue is single; more often there is a cluster or pattern of related cues. Although in medicine the cues are occasionally certain, in the great majority of cases they are probabilistic. When presented with a probabilistic cue the clinician forms a hypothesisor a number
